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Supplement to
Attachment 3.1A
Service 4.b
EPSDT

MONTANA

The following limitations apply to Early Periodic Screening Diagnosis and Treatment Services.
Services considered experimental are not a benefit of the Montana Medicaid Program.

Experimental services include:

1. All procedures and items, including prescribed drugs, considered experimental by the
U.S. Department of Health and Human Services or any other appropriate federal agency.

2. All procedures and items, except prescribed drugs, provided as part of a control study,
approved by the Department of Health and Human Services or any other appropriate
federal agency to demonstrate whether the item or procedure is safe and effective in
curing/preventing, correcting or alleviating the effects of certain medical conditions.
Prescribed drugs approved for use under investigational drug status by the approved
federal drug administration and provided under specific controlled medically supervised
programs, under the supervision of a physician licensed to practice medicine are not
considered experimental for persons eligible for EPSDT.

3. All procedures and items, including prescribed drugs, considered experimental but not
covered in #1 and #2 above, will be evaluated by the Department’s designated medical
review organization.

Montana will meet the requirements of Section 1905(r) of the Social Security Act and provide for
the medically necessary service for which coverage is mandated by Section 1905(r).

TN No. 01-021 Approval Date [!3[/ /01 Effective Date:{£/01/01
Supersedes TN # 94 G~-007
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Supplement to
Attachment 3.1B
Service 4.b
EPSDT

MONTANA

The following limitations apply to Early Periodic Screening Diagnosis and Treatment Services.
Services considered experimental are not a benefit of the Montana Medicaid Program.

Experimental services include:

1. All procedures and items, including prescribed drugs, considered experimental by the
U.S. Department of Health and Human Services or any other appropriate federal agency.

2. All procedures and items, except prescribed drugs, provided as part of a control study,
approved by the Department of Health and Human Services or any other appropriate
federal agency to demonstrate whether the item or procedure is safe and effective in
curing/preventing, correcting or alleviating the effects of certain medical conditions.
Prescribed drugs approved for use under investigational drug status by the approved
federal drug administration and provided under specific controlled medically supervised
programs, under the supervision of a physician licensed to practice medicine are not
considered experimental for persons eligible for EPSDT.

3. All procedures and items, including prescribed drugs, considered experimental but not
covered in #1 and #2 above, will be evaluated by the Department’s designated medical
review organization.

Montana will meet the requirements of Section 1905(r) of the Social Security Act and provide for
the medically necessary service for which coverage is mandated by Section 1905(r).

TN No. 01-021 Approval Date jR/[/7/0) Effective Date:/0/01/01
Supersedes TN # 99-007
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Attachment 4.19B

Methods and Standards for
Establishing Payment Rates
Service 4.b

EPSDT

MONTANA
The Department will reimburse Medicaid providers for EPSDT services based on the lower of:

1. the provider’s usual and customary (billed) charge for the service;
2. the Department’s fee schedule; or

3. when the Department has not established a fee schedule, a rate negotiated with the
provider.

TN No. 01-021 Approval Date /A // 7(01 Effective Date:(¢/01/01
Supersedes TN No. $4-¢97



